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tion or guiding directives were in print prior to 1941 and 1942. Numerous
directives and technical bulletins were issued later, but delivery to the field
was extremely unsatisfactory. Bulletins, once printed, had to be sent from an
Adjutant General's depot to a command headquarters, to the surgeon of the
headquarters, to the command of a post, to the surgeon of the post, to the
commanding officer of the medical installation, to the chief of medicine, to
the chief of neuropsychiatry, to the ward psychiatrist. They often were not
received even in hospitals in this country. But when this routing was used
for bulletins to be sent to a hospital in New Caledonia (or to any overseas
unit) the chance of the psychiatrist receiving them was about i in 100, If
and when they were received, they might be outdated!
Attitude toward psychiatric disability. To complicate matters further, an
attitude seemed to prevail among many of those in authority that psychiatry
was a sort of necessary evil. Very often all psychiatric patients except for
the psychotic were suspected of being malingerers. When soldiers developed
neurotic symptoms, misbehaved, or otherewise became mental casualties, some-
thing had to be done with them. It was generally assumed that a good officer
or noncommissioned officer could force them to become good soldiers were it
not for their intentional unwillingness, for which punishment was the best
corrective. When men were obviously ill, the neuropsychiatrists in hospitals
were told, by means of a directive, to make a diagnosis and discharge them
tthome or to a state hospital. Give them a name and get rid of them! There
aed to be no recognition of the tremendous loss of partially trained man
Dwer occasioned by such a method. Such waste could have been reduced by
adopting constructive policies, by supplying additional psychiatric personnel,
and by obtaining adequate official support.
Disposition of psychiatric patients. During at least the first 2 years of the
war an overwhelming majority of the patients admitted to the psychiatric wards
of Army hospitals had to be discharged. This had been the peacetime practice,
and it was carried over into wartime. Treatment was not approved. The patient
remained in the hospital long enough to receive a diagnosis and then wait for
his disposition. Two-thirds of the time of the psychiatrist was spent in dispos-
ing of patients by transfer or discharge. The psychiatrist became a mere name-
Eler because the disposition of a patient either by discharge or by return to
depended largely upon his particular clinical label, i.e., the diagnosis given
, Doctors developed a reluctance to call clinical entities by the correct desig-
nation while regulations necessitated discharge for certain diagnoses even
though the man had recovered. Unfortunately, for some time the diagnosis of
psychoneurosis was one of those which was tantamount to discharge.
After diagnosis had been made and the necessary time-consuming "boards"
had been held, it required still more time of the psychiatrist to transfer dis-